A Morgagni hernia was first described in 1761 by Giovanni Morgagni. In adults, it is accompanied by gastrointestinal-or respiratory-type symptoms. Herein, we report an 84-year-old woman presented to our hospital with nausea and vomiting. After hospitalization, an X-ray revealed a right diaphragmatic hernia. Based on the results of abdominal computed tomography, duodenoscopy, and upper gastrointestinography (gastrografin), we concluded that her symptoms were caused by Morgagni hernia. Our patient underwent laparoscopic surgery, and shortly thereafter, her symptoms resolved. (Korean J Gastroenterol 2017;69:68-73) 
INTRODUCTION
In 1761, Giovanni Morgagni described a type of hernia that today bears his name. 1 Morgagni hernias account for only 3% of all diaphragmatic hernias and are extremely rare in adults.
They are more common in the pediatric population and usually occur on the right side or in the anterior mediastinum due to the retrosternal location of the foramen of Morgagni. symptoms. Prior to her visit, she was prescribed prokinetics in a private hospital, but these were not effective. Recently, the discomfort had worsened, and she reported that she was unable to consume any food.
The patient was scheduled to undergo a colonoscopy.
However, after taking Coolprep powder, she was unable to defecate; she retched and complained of abdominal discomfort and pain. The patient was subsequently hospitalized.
At the time of the visit, a check of the patient's vital signs revealed the following: systolic/diastolic blood pressure of 90/60 mmHg, heart rate of 64/min, respiratory rate of 18/min, and body temperature of 36.1℃. Auscultation on both lungs was clear. Her abdomen was soft but distended, especially in the right upper and left upper quadrant areas.
According to her abdominal examination, she had epigastric tenderness, without rebound tenderness.
The initial laboratory data, including electrolyte, blood urea nitrogen, Creatinine, cardiac enzyme, amylase, and lipase findings, and an electrocardiography were all normal.
After admission, a plain X-ray revealed intestinal gas above the right diaphragm ( Fig. 1) , indicating a diaphr-agmatic hernia. The patient underwent abdominal and pelvic computed tomography (CT), as shown in Fig. 2 . The abdominal pelvic CT also showed a diaphragmatic hernia, appearing to be a Morgagni hernia. Duodenoscopy (Fig. 3 ) and upper gastrointestinography (UGI) using gastrografin were performed to detect any functional impairment ( beak-like luminal narrowing in the second portion of the duodenum. The gastrografin rarely passed the duodenal bulb. We concluded that the symptoms were caused by Morgagni hernia, and the patient was scheduled for surgery.
Diaphragmatic hernia was repaired with a mesh, using a laparoscopic approach. A crescent-shaped defect (5-7 cm) was located on the right retrosternal area of the diaphragm.
A transverse colon and omentum herniation were also observed, in addition to midgut malrotation, a hernia sac, and partial rotation of the duodenojejunal junction. First, the surgeon repaired the diaphragm defect in the abdominal wall using a dual mesh (10-15 cm) and transfascial fixation. Next, to address the laxity of the perigastric ligament and recurrent mesenteroaxial volvulus, gastropexy of the fundus and mid body was performed. After the surgery, the patient ate well and experienced no abdominal discomfort or pain. During a 6-month follow-up period, she had no complaints or symptoms, and an abdominal X-ray revealed no abnormalities.
DISCUSSION
Congenital diaphragmatic hernia (CDH) is a birth defect of the diaphragm. It occurs in one in every 2,000-3,000 live births and accounts for 8% of all major congenital anomalies.
The three basic types of CDHs are Bochdalek hernias, anterior Morgagni hernias, and hiatus hernias. All three types of hernias are associated with high mortality rates, approximately 40-62%. Hernias frequently contain omental fat and are accompanied by a transverse colon. Sometimes, they contain the liver, stomach, biliary system, and right side heart, causing cardiomegaly. 5 The pathophysiology of Morgagni hernias in adults is not well known due to their rarity; however, they are frequently associated with minimal symptoms and are found accidentally.
It is unclear whether they truly have a congenital origin or are the result of acquired disease. We presume that the development of Morgagni hernias among elderly individuals is due to hereditary factors and predisposing conditions, with hernia being the result of a pre-existing diaphragmatic defect.
Subsequent detection of Morgagni hernias among patients
who initially had normal radiographs suggests that these hernias may be acquired. 6 The rarity of congenital Morgagni hernias indicates that other factors, such as pregnancy, trauma, obesity, chronic constipation, and chronic cough, are likely the common predisposing conditions for these hernias among adults. shown to be useful in assessing diaphragmatic hernias.
However, CT is the most sensitive tool, revealing anatomical details and complications, such as strangulation. A delay in the use of advanced diagnostic tools, such as CT or magnetic resonance imaging, can lead to misdiagnoses and mistreatment.
Since Morgagni hernias are very rare, it is highly likely for clinicians to overlook them. However, a Morgagni hernia should be suspected in patients who present with unexplained symptoms of the digestive and respiratory systems.
If in doubt regarding the diagnosis of a Morgagni hernia, plain X-ray and CT or other examinations (echocardiography or duodenoscopy) should be considered, depending on the involved organ. 8 A plain X-ray is a simple, cost-effective diagnostic tool.
However, as a Morgagni hernia can mimic other simple hernias, CT is the most reliable imaging modality, despite radiation exposure and the use of contrast agents. Magnetic resonance imaging is not usually performed due to its high cost.
However, it can be used if contrast agent is contraindicated.
Other modalities, such as abdominal Ultrasonography (US), echocardiography, duodenoscopy, and UGI, can also be performed, depending on the involved organ, to improve the accuracy of the diagnosis and to evaluate the function of the organs.
Before the 1980s, every symptomatic CDH was treated as an emergency. 9 Today, however, the consensus is that even asymptomatic cases of Morgagni hernias should not be considered as emergencies. However, it has been determined that they should be repaired surgically to avoid any complications. 10 However, each case should be considered individually, with special attention to the age of patients. Surgery is associated with mortality risk, and general anesthesia can impose a severe strain on the lungs or heart of patients, especially in cases of older patients.
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Surgery is the treatment of choice for Morgagni hernias. 
김덕기 등. 만성적인 소화불량증을 주소로 내원한 고령의 환자에서 우연히 발견된 모르가니 헤르니아
The Korean Journal of Gastroenterology warranted when it is uncertain. However, the trans-abdominal approach has been linked to pneumonia and sepsis. The recurrence rate of Morgagni hernias is not clear, with about 2-15% of recurrent cases after surgery due to remnant sac or absorbable sutures. 13 A search of PubMed using the terms "Morgagni hernia"
and "Korea" uncovered seven papers (Table 1 ). [14] [15] [16] [17] [18] [19] [20] The pres- The patient in the present case had no symptoms for almost 70 years, except the occasional abdominal discomfort.
Her general health was not good due to age-related complications.
In deciding whether to operate, we used both duodenoscopy and UGI to evaluate the impact of the Morgagni hernia on the patient's gastrointestinal function, although duodenoscopy is not commonly used as a diagnostic tool. Based on the results of these examinations and a preoperative evaluation (pulmonary function test and echocardiography), we recommended surgery to the patient.
The lack of a unique clinical presentation of Morgagni hernias can delay the diagnosis, especially in local clinics.
Considering the prevalence rate, Morgagni hernias should be considered in the differential diagnosis of patients presenting with gastrointestinal disturbances and respiratory distress.
A plain X-ray, chest and abdominal CT, as well as ultrasonography can be used as diagnostic tools. The treatment of choice is laparoscopic surgery, but each case should be assessed on an individual basis.
